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Recommendation Strength

QA common language - Strong, weak, no recommendation

] Based on evidence and consensus

Strength of recommendation

Wording Implications

Strong recommendation for the
use of an intervention

We believe that all or almost all informed people would make that
choice. Clinicians will have to spend less time on the process of
decision-making and may devote that time to overcome barriers
to implementation and adherence. In most clinical situations, the
recommendation may be adopted as a policy.

‘We recommend . . .’

Weak recommendation for the use ‘We suggest ...’ We believe that most informed people would make that choice, but a

of an intervention substantial number would not. Clinicians and health care providers will
need to devote more time on the process of shared decision-making.
Policy makers will have to involve many stakeholders and policy
making requires substantial debate.

No recommendation with respect ‘We cannot make a 0 At the moment, a recommendation in favour or against an intervention

to an intervention recommendation with cannot be made due to certain reasons (e.g. no reliable evidence data

respectto... available, conflicting outcomes, etc.)
Weak recommendation against ‘We suggest against . . . || We believe that most informed people would make a choice against

the use of an intervention

that intervention, but a substantial number would not.

Strong recommendation against
the use of an intervention

We believe that all or almost all informed people would make a choice
against that intervention. This recommendation can be adopted as a
policy in most clinical situations.

‘We recommend against

mmmsm) Craded according to evidence quality and clinical agreement
They guide how strongly a treatment should be applied in practice
This helps standardize decisions across clinicians
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High Visibility

0 Key messages at a glance

0 Designed for fast decision-making

Statement + strength Level of

consensus
We recommend 1o start with higher >75%
ciclosporin dosages in order to
achieve a more rapid response in ‘
AE patients who are candidates for
systemic treatment.

(14/15)

Expert consensus

C. Recommendations for patients with psoriasis during
breastfeeding

We recommend using NB-UVB, ciclosporin,
certolizumab pegol, etanercept, infliximab, adalimumab,
ustekinumab during breastfeeding.

We cannot make recommendations about the use of |0
guselkumab, tildrakizumab, risankizumab, secukinumab,
ixekizumab, brodalumab, bimekizumab owing to

insufficient clinical data

We suggest against using methotrexate™ during
breastfeeding.

We recommend against using acitretin, apremilast and
deucravacitinib during breastfeeding.

*Possible to use methotrexate only if breastfeeding can be delayed
for 24 hours after methotrexate administration, but this is difficult to
achieve in practice. NB-UVB, narrowband UVB.

mmmmm) This supports quick, safe clinical choices
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Dapsone may also be recommended as first line in combination
with topical corticosteroids (class II-Ill) or tacrolimus (strong
consensus: 97%).

Systemic antibiotics including macrolides, and tetracyclines
(in children above the age 10 years) may be considered in
case of contraindications to or adverse effects of dapsone
(consensus: 84%).
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Severity-Driven Strategy DV

0 Mild, moderate, severe disease

O Stepwise treatment decision

Severe
Moderate 1¢t Line: sCS and/or MMF or MTX
5 ) 2" Line: biologics & small molecules or Cys
Mild 1#Line: HCQ ‘ 3 Line: pioglitazone
1¢ Line: potent tCS and/or potent iS 2" Line systemic retinoids or doxycycline
2" Line: tJAKIs or tClI Note:
3 Line: topical dapsone Note: , , - Consider adjuvant topical treatment (follow
« Consider aq1uvant top|pal treatment (follow the suggestions for “mild disease”)
Note: the suggestions for “mild disease”) - Combination of the treatments possible
- Combination of the treatments possible + Combination of the treatments possible - Short-term sCS may be ideally used as
« In case of disease progression follow the * In case of disease progression follow the a temporary measure, as a bridge to the
suggestions for "moderate disease" suggestions for “severe disease" longer-acting medication

mmm) Therapeutic choices are guided by disease severity and clinical response.
Treatment is adjusted or escalated as needed.
This ensures consistent and proportionate care.
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Visuals clarify complexity DV

Patient with AD for
whom
dupilumab is being
considered

0 Algorithms & flowcharts <> [ T

No
To be performed: Discontinue . Reportto
- Atleast one skin biopsy for i ot o
. . histopathological analysis,
Stepwise treatment escalation - AR oaK
¥ testing N
Risk of es . i es
i =l If e.rythro‘de.rma oor widespread > Is CTCL
lesions (ie : > 50% SCA), also confirmed? Aggressive %
refer the patient to hospital to Clinical or biological™ * < Appropriate
No Complete Yes « Late onset AD > 40 years of age, perform blood flow cytometry features of CTCL treatment
CR? + No personal history of atopy and analysis of T-cell clonality No/ ) cTeL?
* Atypical clinical features in blood, in addition and inconclusive
y Active No comparison with skin.
Consider surveillance Y b
excision Imiquimod OR* if not 'ea;:b'e' (Grade C) y
(Grade B) Radiotherapy sdinbescad »| Follow-up Dupilumab No findings suggestive Close monitoring Consider 1-3 month close
(Grade B) is possible of CTCL + Repeat skin biopsies wait-and-see period
Margin-controlled kA and/or blood analyses
> surgery if lesions persist after 3
f (Grade A) irgoar:]ﬂ;i ;J(r::rilggg r:f there Persistenpe
Lentigo — 'e‘;g;'e)’, Yes = Y or worsening
maligna > desirable? Atypical worsening or | yes ‘
margin assessment < Stanc;ard changes in skin lesions T
> sur 2 ;
(Gra%eri) during dupilumab therapy el o eatolor

phototherapy when
appropriate

Consider Consider adjuvant
re-excision Imiquimod (Grade B)

(Grade B) for narrow margins™ Avoid JAK inhibitors
A A and ciclosporin

Positive margins,

Negative margins,

Post-

—_— "N ,_f(;wr:éa A-M, Pampena R, Akay BN, Apalla Z, Nast A Al Wattar BH, Beylot Barry M, Briggemann H,

Follow guidelines shuoehe, Argenziano G, Briatico G, et al. International Bukvi¢ ,MOKOS Z, Caruana DM, et gl. deate of the

e Dermoscopy Society CONSENSUS EuroGuiDerm ewdence—basgd guideline for the

O ——— recommendations for the management of treatment of acne—Shor'F version. J.Eur Acad Dermatol
CR, clncal remission: HP, histopathology. lentigo maligna. J Eur Acad Dermatol Venereol. Venereol. 2026. https://doi.org/10.1111/jdv. 70331

2026. https://doi.org/10.1111/jdv.70406

mmmm) Algorithms and flowcharts translate guidance into clear visual pathways.
They keep recommendations accessible and clinically relevant.
This helps standardize care at the point of use.
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Hidradenitis suppurativa/acne inversa: DV
Treatment A

ACTIVE HS
inflammation

Yes No

S
i
Sovers
1H84 >11

Mild Moderate Severe Mild Moderate Severe
1HS4 1-3 IH54 4-10 IHS4 211 1H54 1-3. IHS4 4-10 IHS4 >11

st line |

| Clindamycin 3x300 mg/d p.o.

Chlindamyein 1% geliotion/cream LoT* |
Resorcinol 15% pee

cinol 1 1 2xid
Intralesional triamcinolone 10-40 mg/ml

Post-surgical secondary intention healing
‘ Immediate or delayed skin grafting after HS surgery

ng/d / Rifampicin po

Continuation of adalimumab treatment during surgery

dioxide LASER therapy
imary closure in certain anatomical regions.

Clindamycin 3x600 Sdaysiv. o )
lindamycin mgld over 5 days i.v. ‘ ’ Poat o
Skin grafting complemented with negative pressure wound therapy

1 Diode and alexandrite LASER treatment
2nd line ¢+ Recenstruction with flap plasty

Zinc gluconate 90 mg/d p.o.
Adalimumab 40 mgiweek or 80 mglevery 2 weeks s,c.
Secukinumab 300 mg every 2 or 4 weeks s.c.
Bimekizumak 320 mg every 2 weeks s.c. LoT* |
- LEGEND
;! HS scoring system
Should be recommended IHS4

IHS4-55

U Could be recommended HiSCR
HS-IGA

= May be considered HASI-R

. SAHS
3rd line
* Line of Treatment (LOT})
Acitretin 0.25-0.50 ma/kg/d p.o. Charge of LOT:
Hormonal antiandrogens. a. Progression/recurrence
L b. Adverse effects Aoxicity
1 c. Patient's wishas
Ly Ertapenem 1 g/d | v.
Dapsane 25-200 mg/d p.o. [ete -
Infliximab 5 mg/kg every 8§ weeks L.

Adalimumab biosimilars
Brodalumab 210 mg/every 2 weeks 5.C
Povorcitinib 15-180 mg/d p.o.
Upadacitinib 15 mgid over 4 weeks p.o.
Spesalimah 1200 mglevery 2 weeks s.c.

Unekinuma 45 mgesksc. Zouboulis CC, Bechara FG, Benhadou F,

] Bettoli V, Bukvi¢ Mokos Z, Del Marmol V,

et al. European S2k guidelines for

Adjuvant treatment hidradenitis suppurativa/acne inversa

e part 2: Treatment. J Eur Acad Dermatol

| et reduction | Venereol. 2025:39:899-941.
| — - https://doi.org/10.1111/jdv.20472
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